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the question has to be asked whether the present state of physical medicine in Italy is such that this scheme could be provided from resources within the country. For a comprehensive scheme, doctors with a special knowledge of the problems involved, physiotherapists, occupational therapists, and placement officers would be an essential nucleus. There are a few orthopaedic surgeons in Italy who are interested in surgical after-care, but on the whole, although operative technique is often brilliant, this essential part of treatment does not arouse very much interest. I visited the Rizzoli Orthopaedic Institute, which is one of the most modern orthopaedic centres in Italy, but although there is a small physiotherapy department, it is apparently little used for the rehabilitation of patients following surgical procedures. At this Institute there are two orthopaedic surgeons who attended' a course in the United Kingdom on modern methods of rehabilitation, but although on their return to Italy they wrote a paper on their experiences, their plea for the acceptance of these methods has not met with very great success.
The problem of trained physiotherapists is also a difficult one. Such physiotherapy as is carried out in the centres which I saw, is done by nurses or orderlies who have received some instruction from the doctors for whom they work, but there is no prescribed course of instruction, nor qualifying degree as there is in this country, nor does there seem much prospect of such a training being organized. Most of the special centres train their own physiotherapists, as at the Spolverini Institute at Arricia, which I visited. This Institute is intended for the treatment of children following poliomyelitis, and is provided with gymnasia, and a deep exercise pool. Children are admitted for treatment for as long as may be necessary, and the treatment is carried out by nuns who have had a three to six months' course of training at the Institute. Although I saw a good deal of re-educative exercises being carried out, I gathered the impression that much reliance is still placed on the passage of highfrequency electric currents through the body for the restoration of paralysed muscle.
As with physiotherapy, there is no specific training for occupational therapists, but some hospitals and institutions have personnel who carry out work of a diversional nature.
As in other countries in Europe, a very active programme of aid has been organized for the Don Gnocchi Foundation by World Health Organization and United Nations Invalid Children's Emergency Fund. The latter has provided a full range of physiotherapy and gymnasium equipment for the use of the Foundation, and World Health Organization has allotted two fellowships to Italian doctors to visit the United Kingdom for six months to enable them to take over the rehabilitation scheme on return. A member of our own British Association of Physical Medicine is shortly leaving for Italy to initiate the scheme, and to commence training Italian Red Cross nurses in basic physiotherapeutic techniques. It is to be hoped that the Centre at Rome may act as a model for future rehabilitation schemes, and that a permanent training school for physiotherapists will eventually be established there.
No paper dealing with the rehabilitation of the disabled in the countries of Europe would be complete without referring to the work of the late Dr. H. Balme, by whose personal efforts much of what I have described has been achieved. Although a sick man, he did not spare himself during the last years of his life in his efforts to alleviate the distress of his fellow men. The Centre at Rome will remain one of many fitting tributes to his memory. [May 16, 1953] MEETING HELD AT COURTLANDS HOSPITAL, WEST WORTHING, SUSSEX Intractable (Edema of the Leg [Abstract] By CHARLES L. HEANLEY, F.R.C.S., M.R.C.P THERE are many causes of cedema of the leg and often the swelling is due to several concomitant causes. In all cases we must bear in mind cedema brought about by systemic disease: heart failure, renal disease, malnutrition of the tissues due to anemias, and dietetic causes. In women swelling of the limbs, from whatever cause, is often aggravated in the premenstrual phase and can be treated by anti-oestrin substances and diuretics. There is no doubt that the swollen limb occurs more frequently in the female than the male, and we realize that this may be due to hormonal as well as anatomical influences.
The swollen limb in relation to diseases of the vessels.-CEdema in arterial disease is serious and should be treated by immediate rest in bed; the limb being elevated to a level at which it is neither congested nor white. This position is often painful and must be treated by ample sedatives; the desire of the patient to hang the leg down in the most comfortable position is not to be encouraged. Pain at rest is symptomatic of occlusion in the smaller arteries whereas pain on movement, so-called claudication, is indicative of blocking of the larger arteries. If, with rest; the cedema disappears, sympathectomy is often beneficial. If cedema persists, sympathectomy is often harmful and high amputation is usually required.
Venous occlusion of the leg leads to swelling, and is seen most commonly in the all too frequent post-decubitus swollen leg. The hydrostatics of the venous system are often misunderstood. When the person stands immobile the venous pressure in the dependent part is exactly the same, whether or no efficient valves are present; the blood accumulates in the distal veins and only when the muscles move do the valves come into their own. The soldier standing still on parade faints as his blood accumulates in his legs, and such fainting can easily be prevented by a little surreptitious quadriceps drill, provided his veins have valves! The advice to a patient should be: never sit when you can lie, never sit with your legs dependent-and have a soft edge to your chair, never stand when you can sit, and never stand still. The other important function of the valves is to prevent back pressure from sudden rises of intra-abdominal and intrathoracic pressure due to straining or coughing. Classically the highest valve is just above the saphenous opening; often it is absent and the highest valves are at the saphenous opening and the femoral vein. Venous thrombosis leads to cedema of the leg.
Thrombosis has many causes: (1) changes in the coagulability of the blood; (2) sluggishness of the circulation due to immobility in bed-here physiotherapy is of immense help, e.g. extension and flexion of the ankle-joint increases greatly the venous return from the leg; (3) infection leading to thrombophlebitis-usually due to the B. coli. In the' old days potassium citrate was used, but nowadays we can use the specific antibiotics against B. coli. The association of thrombophlebitis with ulcerating carcinomas of the gut is well known, and it is also associated with B. coli infections of the kidney.
The patient in bed develops a deep venous thrombosis, and when early ambulant, the limb swells. After a time the other veins take over the venous return and for a time all is well and may remain so; in others, especially the younger woman-as with a post-puerperal deep thrombosis-the vein recanalizes, but without valves, and the leg swells again and the patient complains of bursting pain.
Treatment here is ligation of the deep vein in the popliteal fossa. Thrombosis in the superficial veins seldom causes persistant aedema, as other veins take over their function. In this connexion the posterior veins over the buttock are important.
Lymphatic obstruction is undoubtedly the cause of the most severe swellings of the leg. In this country the pure, uncomplicated lymphatic obstruction is rare. In filarial districts it is all too common. In Cochin, India, I made a count, and one in five people seen in the streets suffers from gross swelling of one or both legs. The accumulation of lymph in the tissues leads to infection, and this to fibrosis, and this in turn to increased obstruction, and so a vicious circle results; the limb becomes massive and a true irreversible elephantiasis results. The only possible treatment is to remove all tissues superficial to the deep fascia, and re-epithelialize the limb by skin grafting. In early lymphatic obstruction where there is pooling of the lymph, with little or no fibrous reaction, help may be obtained by turning the lymphatics from the lower abdominal wall into the leg, by excision of scar tissues, and, in the case of the arm after radical mastectomy operations, by burying skin strips. Kondoleon's operation is not a successful one.
Usually swelling of the leg is brought about by a combination of venous and lymphatic obstruction: varicose veins lead to ulceration from malnutrition of the skin; thus a portal of entry is formed for infection which leads to fibrosis and thus to lymphatic obstruction, and so the vicious circle of repeated lymphangitis starts. It is important to secure early healing in the varicose ulcer, and proper treatment of all skin sepsis, especially that of tinea. Rest and elevation and the use of the two-waystretch bandage are also important as is the immediate use of specific drugs at the slightest sign of lymphangitis.
Perthes' test helps in deciding upon surgical treatment of veins-a rubber band is applied round the leg sufficient to obstruct the superficial veins, then the patient is instructed to walk round the room. If there are superficial varicose veins and these collapse, it is indicative that the deep vein is patent with efficient valves, and then ligation of the superficial veins or their excision is indicated and ulceration and localized swelling will be helped. If the superficial veins dilate, which is often very painful, it means that the deep vein is thrombosed, and ligature of superficial veins is unwise. If there is no change it means that the deep vein is patent but incompetent, and ligature of the deep vein may be wise.
In brief, the commonest cause in this country of intractable cedema of the leg is initially a deep venous thrombosis. This venous obstruction causes an initial increase of lymph in the tissues, and it is infection of this lymphatic pool that leads to fibrosis, and increased lymphatic obstruction, more pooling, more infection, and so the vicious circle progresses. The physiotherapist, by increasing the rate of venous circulation in the recumbent patient, prevents deep thrombosis, and thus the occurrence of post-decubitus swollen leg. The patient who has to lie in bed should be told that it is best not to lie still.
